Background
Gossypiboma is the term for a surgical complication resulting from foreign materials such as a surgical sponge or gauze that was accidentally left inside a patient's body. Although not frequent, major intra-abdominal operations are the procedure in which this most often occurs. This situation appears more often in developing countries that have low socioeconomic levels, and is a rare occurrence in developed countries. The situation may give rise to complications contributing to morbidity and mortality. A simple solution to prevent this mistake is to properly count the materials that are used during and at the end of the operation [1] , but methods other than having the nurses count these items are necessary to prevent this rare but real complication. Gossypiboma may cause severe morbidity and even mortality in some cases. If there is a doubt postoperatively, direct abdominal imaging may be helpful.
Case Report
A 62-year-old woman was admitted to our hospital with the complaints of stomachache, distention, and constipation for the last 5 years. During physical examination her vital signs were normal, but a bulk at the abdominal midline and under the umbilicus was found and there was tenderness at the epigastrium of the abdomen. She had a medical history of myomectomy and a Pfannenstiel incision scar was observed. She had been operated on 20 years ago and there were no postoperative complications. As a comorbidity, she had hypertension. A well-circumscribed solid bulky lesion, 12×11.5×9 cm in size, was located via computed tomography (CT) scan at the abdominal midline, near the abdominal wall ( Figure 1 ). Using contrast-unenhanced abdominal CT, a heterogeneous bulky lesion that consisted of hypodense cystic and hyperdense solid components was detected. After the introduction of the contrast agent, no significant contrast agent uptake by the bulk lesion was detected. It was suspected that the patient had a malign mesenchymal tumor. A heterogeneous non-specific solid bulky lesion with hypointense and hyperintense components, as well as cystic degenerative components at its center, was detected via magnetic resonance imaging (MRI) (Figure 2 ). After the introduction of contrast agent, some of the peripheral contrast uptake was seen in arterial-phase images. In the late-phase venous images, a bulky lesion was observed homogenously with enhancing contrast agent. Laparotomy was performed and there was a high level of intra-abdominal adhesion. Adhesions were separated via obtuse and sharp dissections. The bulk, which was approximately 10 cm in size, was located at the abdominal midline and was highly adhered to the segments of the small intestine ( Figure 3 ). The bulk was resected with 40 cm of the small intestine ( Figure 4 ) and sent to the Pathology Department for diagnosis ( Figure 5 ). It was reported to be a textiloma at pathological examination.
Discussion
Because surgeons hide these types of situations, the frequency of gossypiboma is not exactly known. Gossypiboma also creates a legal problem for surgeons, since these situations can result in mortality and morbidity [1] . The most common complications of gossypiboma are adhesions, abscesses, and fistulas. Gossypiboma may give rise to 2 types of pathologic reactions:
A B Figure 1 . A well-circumscribed solid bulky lesion 12×11.5×9 cm in size, was located at the abdominal midline, near the abdominal wall, via computed tomography (CT) scan. (A) Using contrast-unenhanced abdominal CT, a heterogeneous bulky lesion consisting of hypodense cystic and hyperdense solid components was detected. (B) After the introduction of the contrast agent, no significant contrast agent uptake at the bulky lesion was detected.
(i) exudative response, which may cause abscess formation; and (ii) granuloma formation, which may occur as a response to foreign material [2] . The exudative response is generally seen during the early postoperative period. Persistent intraabdominal abscess after treatment helps the physician to diagnose gossypiboma. Granuloma formation is generally seen during the late postoperative period, even years and decades later, as seen in our case. It mimics malignancy. As observed from the radiologic analysis, our case had similarities with a mesenchymal tumor [3] [4] [5] . CT is the most common method for the diagnosis of gossypiboma [6] and resection of the lesion via laparoscopic procedure or open surgery is the classical treatment method [7] .
Conclusions
For the prevention of gossypiboma at the pre-operative and post-operative periods, counting sponges and surgical equipment must be done very carefully, and the universal rules that were published by American College of Surgeons in 2005 must be strictly followed [8] . If there is a doubt postoperatively, direct abdominal imaging may be helpful [9] . Figure 2 . A heterogeneous non-specific solid bulky lesion that has hypointense and hyperintense components and also cystic degenerative components at its center was seen in contrast-enhanced dynamic superior and inferior MRI scan images [fatsuppressed (A) coronal and (B) sagittal T2A scan images]. 
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